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Executive Summary 
This report was completed in response to three recurrent concerns 
which had emerged over the course of two years' experience with Mpls. 
residents in public housing high-rises. The reports are a direct 
outcome of the High-Rise Nursing Project of the University of Minnesota 
School of Nursing, initiated in 1984. The Project has been a joint 
effort between the School of Nursing and the city of Minneapolis through 
the Center for Urban and Regional Affairs. The Project's central 
purpose has been to establish and maintain a reciprocal relationship in 
which residents receive health services and students receive educational 
credits leading to a baccalaureate degree in nursing. 
The three recurrent concerns for residents relate directly to the 
quality of life in these community settings. Nursing awareness of these 
issues has resulted in a series of three reports relating resident 
concerns to current service provision: 
1. Transitional Housing Options for Low-Income Elderly 
2. Alcohol Abuse Among Elderly 
3. Mental Health Services to Residents of High-Rises 
This report focuses on the second concern. Its purpose is to enhance 
understanding of a societal and health concern for educational purposes, 
as well as to review and explore choices for services and treatment 
available to the affected residents and families. 
In this report, it is acknowledged that chemical abuse is a reality 
for many people in the high-rise population. This finding may be 
surprising to some readers as it was to some nurses. The report 
describes complex situational factors, which when uncovered, suggest the 
difficulty in arriving at a swift solution. 
It is noteworthy that the findings of the investigator(s) were 
consistent with regional and nationally documented estimates of drinking 
patterns among the elderly. If anything, the drinking patterns were 
found to be as prevalent and more hidden than the published statistics 
can reflect. It has been found that women in later life are as directly 
affected by the lifestyle alterations of problem drinking patterns as 
are men. 
It has been determined by the project faculty that this background 
information is immensely valuable to improving the understanding of a 
social and health issue that has frequently been oversimplified by 
formal channels of health care provision. As the report indicates, 
drinking-related problems have been subsumed under the physical 
pathologies of medical diagnosis, or deemed a hopeless chronic problem 
unworthy of serious intervention due in part to the later stage of life. 
It is important to acknowledge that we include nursing in this 
attitudinal paralysis characterized by hopelessness and disinterest on 
the part of professional providers. . 
In attempting to present a realistic picture of the issue, selected 
anecdotal reports from case studies have been included. This report 
also reveals what impact professional intervention has had for 
representatives of the population being considered. Some residents- who 
were known to the project nurses agreed to be interviewed about their 
own treatment experiences, in order to enrich our understanding of their 
lives and choices. 
i 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
-
Of most interest to us perhaps, is the finding that although 
professional services do exist and are well known among the high-rise 
population, the degree of utilization has been disappointingly low. 
However, the reasons given should be instructive in developing future 
strategies. What does surface in this exploratory report is the 
importance of informal networks and support services. It appears from 
resident interviews that these are the elements which most benefit 
persons confronted with such all-consuming lifestyle patterns. 
It occurs to us, as nurses, that formal services may be less 
effective when these services lack the kind of social support that is so 
vital in the self-help arena. As the report has pointed out, 
professional intervention which focuses only on chemical dependence as a 
unidimensional problem may even seem irrelevant to individual needs. In 
addition, there are treatment obstacles of low-income and limited 
mobility experienced by this group. Finally, it is suggested that some 
current treatment approaches may be non-conducive to supporting the 
confidentiality needs demanded by the kind of intense self-disclosure 
necessary for developing personal insight. 
It is with the findings of this report in mind, then, that the 
suggestion is set forth to expand our view of this issue to include 
resident self-determination in lifestyle and active participation in a 
supportive social network. Given the need for mutuality in decision-
making, we propose that providers focus their intervention on 
reinforcing the strength of support networks. We base this 
recommendation on our speculation that an important relationship may 
exist between a social context of strong support networks, and the 
positive treatment outcomes for the elderly. This relationship requires 
more exploration, both for its verification and for its refinement as an 
intervention strategy. 
As nurse educators, we view this desired exploration as integral to 
the responsible preparation of future community health nurses. We 
believe that hope for an effective solution lies with our respect for 
client self-determination and in further development of self-care 
principles whereby social support - safe and confidential social support 
- is a critical and necessary element. 
The project faculty wish to express appreciation to the residents 
who agreed to be interviewed, as well as to representatives of 
Minneapolis treatment agencies, and to social workers of Senior 
Resources, Inc. Finally, we wish to thank Tom Anding, the Associate 
Director of the Center for Urban and Regional Affairs, for all his 
assistance in the initial planning leading to this report. 
Respectfully submitted, 
Cheryl Ann Lapp, RN, MPH 
Ruth Enestvedt, RN, MS 
Carol Diemert, RN, MS 
Project Faculty 
School of Nursing 
University of Minnesota 
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Alcohol Abuse Among the :lderly 
Alcohol-related problems are becoming more apparent among the 
senior residents of high-rise apartment buildings within the Minneapolis 
area, consistent with a general national trend. Whether the increase 
reflects a new recognition of the problem or an actual rise in incidence 
is not clear. Certainly many problems of aging come together within the 
context of high-rise living, such as physical impairment, loss of spouse 
and friends, isolation from family, and limited financial resources. 
Alcohol abuse, interwoven with the existing stressors of the aging 
experience, can produce situations of desperation for older individuals 
within high-rises, where they can remain obscured from public attention. 
Background 
It is very difficult to clarify the extent of this hidden problem. 
The statistics give an unclear picture. Recent estimates of 
approximately four million alcoholics aged 60 and over in the United 
States represent a profound increase over those based on surveys in the 
early 1970 1 s (Ruben, 1986). Although alcohol use among older people is 
believed to be lower than that of the general population, problems 
associated with drinking are estimated to be about the same or even 
higher (Williams, 1984). This suggests that alcohol use places the 
older population at greater risk. 
Conclusions about the rate of alcohol-related problems among the 
elderly seem to vary according to the context of the studies. In 
community-based studies, the rates range from 1-24%, while in clinical 
studies the range is from 0-63% (Blazer and Pennybacker, 1984). 
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~urthermore, national surveys do not add much clarity. The National 
Institute of Alcohol Abuse and Alcoholism has estimated that 
approximately ten per cent of the older male population and two per cent 
of the older female population have drinking problems (Williams, 1984). 
The use of percentages in this situation may be misleading, considering 
the higher proportion of women to men in this age group. According to 
the conclusions of the Blue Ribbon Study Commission of the National 
Clearinghouse for Alcohol Information (1981), of the 24 million older 
people living in 1980, the range of those experiencing alcohol-related 
problems is as broad as one to three million. Such a range perhaps 
indicates the difficulty in documenting the extent of the problem. 
~urther limitations emerge in attempts to describe the nature and 
prevalence of the problem among the elderly because of the variation in 
the chronological definitions of elderly (Williams, 1984). ~or example, 
the Administration on Aging, which funds and administers federal 
programs to the elderly, considers age 60 as the point of eligibility. 
The National Clearinghouse for Alcohol Information, however, designates 
the elderly as 65 and over. To add to the confusion, the National 
Bureau of the Census divides the older population into four categories 
beginning with age 55. 
An additional difficulty in detecting alcohol problems among the 
elderly arises from the fact that measures of problem drinking and 
alcoholism based upon the general population may not apply uniformly to 
the elderly (Williams, 1984). ~or example, because of widowhood and 
; 
retirement, many of the social indicators of alcoholism such as marital 
or employment problems are less likely to apply to an older population. 
Also, older drinkers often maintain a low profile and are less likely to 
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cause public disturbances and law enforcement problems (Blazer and 
Pennybacker, 1984). 
Alcoholism may go undiagnosed when symptoms of this disorder are 
similar to other conditions commonly ascribed to old age: confusion, 
clouding of sensorium, disorientation, recent memory loss, slowed 
thought process, depression, tremors, muscle incoordination, 
inflammation of joints, gastritis, hypertension, heart arrhythmias, and 
anorexia (Blazer and Pennybacker, 1984; Lasker, 1986; Williams, 1984). 
Health care professionals may view older alcoholics with hopelessness 
and helplessness, considering them to be beyond treatment (Williams, 
1984). Also, it is possible that health care providers operate to keep 
the person's drinking problem quiet in order to avoid the stigma 
associated with alcoholism or to protect the older person from facing 
the need for treatment (Glassock, 1982). 
Researchers have identified two major types of older alcoholics 
(Mishara and Kastenbaum, 1980; Zimberg, 1978; Zimering and Domeischel, 
1982). The early onset drinker, or "survivor", began drinking in early 
life and has survived into old age despite prolonged heavy drinking. 
Such individuals may have severe medical problems resulting from their 
long years of excessive drinking and may exhibit personality 
characteristics similar to younger alcoholics. On the other hand, late 
onset drinkers or "reactors", have only recently begun to experience 
alcohol problems, usually in response to major stresses in later life 
such as lowered and inadequate income, strained family relations, death 
of a spouse or loved one, alienation, or health problems. These 
individuals may show only a few signs of the physical consequences of 
prolonged drinking and fewer lifestyle changes. Among older alcoholics, 
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early onset drinkers constitute approximately two-thirds, and late onset 
drinkers constitute approximately one-third of the problem drinking 
population among the elderly. 
A small but noticeable third group of alcoholics has been 
identified as 11 intermittants 11 (Williams, 1984). Such people, although 
they otherwise abstain or drink moderately, frequently revert to heavy 
intake under the stresses and loneliness of aging. Although this group 
may be sizable, the magnitude of the problem has not been fully 
delineated as yet. 
Treatment Outcomes 
One encouraging aspect of the concern about alcoholism among older 
persons is the effectiveness of treatment. Zimberg (1974, 1978) and 
Pascerelli (1974) reported good treatment outcomes for both early and 
late-onset elderly alcoholics. Seventy-three per cent of the elderly 
completed an alcohol treatment program, as compared with 40% of younger 
alcholics. In fact, the older group required a shorter time in 
treatment, thus indicating the importance of effective casefinding 
techniques. Blazer and Pennybacker (1984) contend that treatment of the 
late-life alcoholic may be among the most efficient and effective 
interventions in the psychiatric care of the elderly. Glassock (1982) 
noted, however, that there are few treatment programs designed for the 
needs of the elderly and that there is a need for self-help groups 
tailored specifically for them. Since alcohol-related problems involve 
the individual's family, but are less likely to attract public 
attention, effective outreach programs could be designed to reach the 
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older alcoholic through family, friends, or existing programs for senior 
citizens (Blazer and Pennybacker, 1984). 
Alcohol-related issues in high-rise residences: 
The Minneapolis Community Development Agency maintains 5141 high 
rise residence units within 43 buildings throughout Minneapolis. These 
high rise units were originally provided for income-eligible people over 
62 years of age and individuals who were handicapped or disabled. In 
1984, high rise units were made available to younger people who have met 
certain qualifications of income and need. Currently, people over 62 
years of age constitute approximately 70% of the high rise population. 
There also are approximately 230 single individuals and 1100 handicapped 
and disabled residents. There were 923 new and transfer leases 
processed during 1986, indicating an approximate 17 per cent resident 
turnover rate per year. 
Estimates in 1985 indicated that about one out of nine older 
high-rise residents were alcoholic (Coyle, 1985), placing 
Minneapolis within the upper range of national estimates regarding the 
incidence of alcohol-related problems among the elderly. While these 
estimates have not been updated, it is generally believed that the 
number of alcohol-related problems now remains the same or has even 
increased (Ingram, 1986). In particular, the problems of older alcoholic 
highrise residents are seen to have exacerbated in response to 
interactions with younger residents who impose generational and cohort 
differences regarding alcohol and other chemicals into the high-rise 
situation (Meyers, Goldman, Hingson & Scotch, 1981). 
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In reviewing information about the broad picture, it becomes 
evident that the overall perspective may not be fully appreciated 
without considering the reports of individuals who have personally 
experienced alcohol-related problems within the highrise setting. The 
meaning of these experiences for individuals was explored in the form of 
personal interview. The contents have been summarized in the following 
case studies: 
Individual Case Study (1) 
The first informant, a 65 year-old black male, conversed with me on 
the patio of his high-rise building on a summer afternoon, telling me 
that I should be aware that he was 11 high 11 • Since he appeared neatly 
dressed and spoke in a clear and well-mannered style, I responded that I 
would probably not have been aware of his drinking if he had not told me 
about it. He went on to say that he needed 11 a pint per day" to maintain 
his equilibrium, and that if he did not have it he would be 11 mean and 
ornery 11 to others. Mr. D. referred to his early bouts with alcoholism 
that interfered with his employment and prevented him from making full 
use of his university education. He commented that he could tell others 
what to do to maintain sobriety, but that he was not able to follow his 
own advice. He identified the death of his mother as a significant 
factor in his lack of ability to control his drinking, saying that 11 she 
helped keep me sober 11 • 
Mr. D. referred to at least three in-patient experiences at various 
alcohol treatment centers. He explained that these attempts at 
treatment had not been successful for him in the long run because they 
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were based 11 0n talking" which he did not particularly like or find 
helpful. He felt that there should be some better way to treat 
alcoholism "because if you like to drink, talking about stopping doesn't 
help 11 • When asked if he would make suggestions about "the perfect 
treatment plan" he responded that he didn't think there could be one, 
unless it could be somehow directed toward making people lose their 
desire to drink. He said that antabuse had not worked for him because 
he was on other medications, and that his doctor was a drinker too and 
really couldn't help him. 
Mr. D. described himself as a person who doesn't hurt or bother 
anyone, keeps his apartment neat and clean, cooks for himself, and is 
usually well-liked by others. He commented favorably on the presence of 
students and social service staff in the high-rises, as he said "it is 
good to have contact with people who are concerned about others". He 
stated several times that he does not blame anyone else for his 
alcoholism, but knows that it is his own responsibility. 
As we conversed, other residents and workers from the high-rise 
complex passed in and out of the door near us, exchanging greetings with 
Mr. D. I sensed the feeling of comradery that existed in the high-rise 
community toward Mr. D. It occurred to me that Mr. D., although 
co-existing with his alcohol problem in a manner not entirely approved 
by society, was in effect serving as a bridge between health-care and 
social workers and the alcoholic community. He pointed out his 
extensive first-hand knowledge of the alcoholic treatment system, and 
stated that he didn't mind talking about his drinking if it would help 
others to better understand alcoholism. 
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Individual Case Study (2) 
Another informant, Mrs. E., offered a different view of alcoholism 
and the older population. She knowledgeably pointed out the connections 
between the various steps in treatment, giving illustrations from her 
own experience. She described her early encounters with alcohol, and her 
relapse into drinking when she first moved into her high-rise apartment. 
She emphasized that the most important factor in regaining sobriety 
was the public health nurse who came to see her late every Friday 
afternoon, thus interrupting her drinking pattern. 11 We would have 
coffee and visit, and I found that if I could get through ~riday 
afternoon without a ctr ink I could make it through the weekend. 11 
Mrs. E. expressed concern for people in her high-rise who continued 
to drink, and spoke with dismay about the "liquor stores that will 
deliver booze to people here so they don't even have to go out to get 
it---that makes it too easy for them and they' 11 never quit. 11 
Group Case Study (3) 
Mrs. E. spoke with pride of her volunteer work with the Senior 
Project. (seep. 16 description of the Senior Project.) At her 
invitation I attended a Senior Growth Group in her building. It was 
evident that the group felt that if Mrs. E. approved of my attendance 
there, I was warmly welcome to join them. 
The meeting was led by a competent volunteer leader who moved the 
agenda along efficiently but with sensitivity to the needs of the group. 
He encouraged members to take turns in reading discussion items, 
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assisted with difficult words, and emphasized the importance of everyone 
openly sharing their experiences with others within this group setting. 
At one point in the meeting, an Ann Landers letter was read aloud 
regarding the problems of alcoholism. In response to one member's 
sharing of personal experience, the group agreed that he should have 
been given opportunity to stay longer in a hospital in-patient treatment 
program before moving into their high-rise. Comments were made that 
professionals don't always understand the difficulty of being sick and 
weak when trying to maintain sobriety. 
Later, Mrs. t. explained to me that several members of the group 
were required to attend meetings regularly in order that they could 
continue to qualify for residence and financial support at the high-rise. 
She pointed out that at least one person who had attended would be 
drinking alone in his room much of the time until the next meeting, but 
that it was important that they 11 keep after him 11 because at some point 
he finally would reach sobriety. 
During the meeting a disruption could be heard out in the hall. 
Mrs. t. explained to me that this was caused by a woman attracted to the 
male group leader, but who would not attend group meetings because she 
saw Mrs. t. as a rival. Mrs. :. joked about this, but also expressed 
· deep concern for the woman's inappropriate behavior and continued 
drinking. She said that she had discussed the problem with the nursing 
instructor and the social worker and was hopeful that a resolution could 
be found 11 because I need the group support of these meet i n·gs too. 11 
Although providing these support groups at the residence of the 
participants is convenient, this has created problems of confidentiality. 
One former group member requested transportation to another meeting site 
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upon discharge from an in-patient treatment program. She explained her 
request by describing a previous experience of overhearing a fellow 
group member reveal the morning's disclosures to other residents in the 
community lounge. Indeed, fear of gossip is a frequent reason given for 
not attending such community activities, which suggests that this lady's 
experience is not an isolated incident. 
Overview of Alcohol-Related Problems and Services in Minneapolis 
Although services exist at several levels for older adults with 
alcohol-related problems, it is evident that there is a gap between the 
intensively scheduled inpatient and aftercare programs and the more 
independent, unsupervised living which is usually found within the 
high-rise residence. While such independence is a desirable 
characteristic for the elderly in general, the older alcoholic faces 
special difficulties in such an unstructured environment. 
An extensive network of private and public agencies offer services 
related to information, treatment, and support for alcoholics in 
Minneapolis, but only a few focus directly upon the special needs of the 
elderly. Older adults often enter (or re-enter) the alcoholism 
treatment system through the Senior Project of the Hennepin County 
Chemical Health Division located at 1800 Chicago Avenue South (Bonnett, 
1986). The Senior Project serves adults age 55 and over who are 
experiencing living problems as a result of alcohol and/or other drug 
abuse. The program seeks to cost-effectively treat seniors who 
typically are living on limited incomes. Volunteer senior citizens who 
are recovering alcoholics provide peer counseling, intervention and 
clerical services. The Senior Project provides ongoing case management, 
10 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
-
chemical dependency assessment and treatment planning to any Hennepin 
County senior referred by friends, families, or professionals. Twenty 
or more Senior Growth Groups are held at area high-rises which are led 
and supported by Senior Companions, Senior Aides, and volunteers, 
depending upon the amount of time and commitment which has been 
contracted for participation in the program. The Senior Growth Groups 
provide open-ended ongoing support and monitored aftercare for people 
experiencing alcohol-related programs. At times attendance at Senior 
Growth Groups may be a mandatory requirement for an alcoholic high-rise 
resident in order to qualify for continuing residency and financial 
support. 
When a senior citizen is in need of greater support for maintaining 
sobriety, participation in out-patient services maybe instituted as the 
next step (Eichstadt, 1986). One example, the Park Avenue Center's 
program for senior alcoholics, provides indepth evaluation and treatment 
through a 6O-hour care plan (three hours a day, four days a week, for 
five weeks) and an aftercare plan of twelve weeks. During this time, 
clients may be referred to other public or private groups for 
supplemental services. One example of this is the Minneapolis Age and 
Opportunity Center (MAO) which offers a network of health, homemaking 
and legal services, Senior Growth Groups, Alcoholics Anonymous; and 
private therapists or physicians who can provide directive 
individualized counseling. In cases where clients are unable to 
maintain sobriety through such support systems, an in-patient treatment 
program is initiated. 
Abbott Northwestern's Treatment Center for Older Adults and St. 
Mary's Chemical Dependency Senior Program are in-patient programs 
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specifically designed for older alcoholics. The treatment programs, 
which last from three to four weeks, consist of pre-admission 
assessment, group therapy, individual counseling, lectures, and family 
sessions with education. The programs are characterized by intense 
schedules which focus on topics of health, chemical information, grief 
and loss, family relationships, co-dependency issues, relaxation 
techniques, and recreation. The in-patient programs are followed by 
outpatient support groups which typically meet four or five evenings a 
week for up to five weeks. 
Bridgeway, located in the University Health Care Center, is 
directed toward longer-term residential treatment or extensive 
outpatient treatment. This program, extending from two to six months, 
strives to serve elderly men and women with alcohol and drug problems as 
well as chemically dependent young adults who require skilled nursing 
care because of physical handicaps and associated mental or emotional 
disabilities. Residents receive necessary nursing care and 
individualized psychosocial services which include testing, counseling, 
support groups, health teaching, medication education, intergenerational 
family therapy and relaxation therapy and recreation. These services 
are designed to provide a full schedule within a safe, controlled 
environment. 
Another level of inpatient care for elderly alcoholics is provided 
at the Queens Nursing Home (Farrow, 1987). This 75-bed facility serves 
people with physical and mental problems which are related to 
alcoholism, such as organic brain syndrome, memory loss, and confusion. 
The residents, mostly poor, chronically alcoholic men, range in age from 
30 to 93 years, with an average age of 65 years. Referrals come from 
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general hospitals after repeated admissions for alcoholism, as well as 
state mental hospitals when extended care is needed following discharge. 
Patients include street people and people with life-patterns of welfare 
assistance. Queens is not an alcohol treatment center, but carries on 
an active schedule with the intention of replacing alcoholic behavior 
with positive socialization activities. Residents who qualify for 
discharge are assessed through the Division of Vocational Rehabilitation 
for sheltered workshops or volunteer work, and usually relocate into 
high-rise residences. 
As elderly alcoholics are processed through the various levels of 
treatment, care and support, commitment procedures may be considered and 
initiated at some point when their problems become so severe that they 
are dangerous to self or others, and if they are unable to accept 
treatment voluntarily (Hennepin County Prepetition Screening Program, 
1986). Commitment is a complex and stressful process, based on highly 
technical definitions and painstaking procedures. As one way to protect 
the rights of any person being considered for commitment, the Minnesota 
Commitment Act of 1982 requires that a screening team be appointed to 
conduct a thorough investigation of the proposed patient's situation. 
The prepetition screening team is specifically instructed by the act to 
conduct a personal interview with the proposed patient, to investigate 
the conduct that led to commitment proceedings, and to identify and 
explore alternatives to commitment. The Pre-petition Sceening Program 
(PSP) staff includes a psychiatrist, psychologist, psychiatric social 
workers, clinical nursing specialists, mental health workers and 
chemical dependency counselors. 
13 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
-
Except for persons committed as mentally ill and dangerous, the law 
allows an initial commitment for six months only, with a new hearing 
required to extend this time period. If, after six months, the criteria 
for commitment continue to be met, commitments for chemical dependency 
may be extended up to twelve months. Commitment may be made to a public 
or private inpatient hospital or non-hospital alternative, depending 
upon the individual 1 s financial resources and the facility's or 
program's willingness to accept the person. According to the law, 
commitment should be to the least restrictive facility that can meet the 
individual 1 s treatment needs. 
In seeking information about the community resources and treatment 
programs of Minneapolis, professionals in social work and health care 
agencies responded willingly to supply information about their 
organizations. In general, awareness was expressed that alcohol-related 
problems among the older population are increasing, and that high-rise 
apartment complexes are presenting some new aspects of alcohol problems. 
There was evidence of territoriality regarding competing services, but 
for the most part the importance of cooperation in referrals was 
stressed. Concern was raised by many that people can 11 fall between the 
cracks 11 in the system. In particular, legitimate concern arises 
regarding the placement of alcoholics or recovering alcoholics into 
high-rise situations where they have little supervision and 
encouragement toward maintaining sobriety. Often such people become 
invisible as they stay in their apartments and drink until they act out 
inappropriately in public so as to become a nuisance or concern to other 
residents. At that point they again come to the attention of social 
work and health-care professionals and re-enter the treatment system. 
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There is general agreement that ongoing support and encouragement is a 
vital factor toward maintaining sobriety. 
~uture Directions 
With increasing longevity in our society and the general prevalence 
of alcohol abuse, active prevention and intervention measures are needed 
to slow the growth of problem-drinking among the older population. As 
Brown and Chiang (1983) pointed out: 
11 Considering the apparently substantial rate of substance 
abuse among the elderly population and the large proportion of 
older persons vulnerable to such abuse because they live 
alone, it seems urgent to sensitize health and social service 
practitioners to the problem and improve their abilities to 
identify potential substance abusers among their elderly 
clientele. 11 
While it seems doubtful that a panacea will soon be found for the 
problems generated by alcohol-abuse in the elderly, some measures 
clearly have potential for alleviating some of the difficulties. 
It is important that the many existing high-rise residences do not 
promote isolation of the elderly poor who not only must cope with their 
own problems but also encounter the various difficulties that younger 
residents may bring into the high-rise situation. It is unrealistic 
that groups of people who have demonstrated a number of health, social 
and economic needs should be brought together into high-rise buildings 
without increasing the availability and accessibility of the existing 
supportive services. Connections with the larger community resources 
need to be promoted through the media as well as community organizations. 
~requent social activities which draw in volunteer groups can serve to 
link high-rise residents with the world around them. Hotlines or 
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networks of telephone contacts can be useful for the purpose of 
supporting people in times of loneliness and stress. On a broader 
scale, public education programs emphasizing the health risks of alcohol 
abuse could be directed toward the older population as they have been 
for younger age groups. 
Conclusion 
Considering the problems of alcohol use in the elderly population 
in conjunction with the increase in the proportion of elderly in our 
society, active prevention and intervention measures which exist need 
support and supplementation to extend their benefit into the arena of 
day to day life for the elderly. Treatment programs are life episodes 
which stimulate change but must be supported when the living environment 
of individuals consists of diminished social contact and declining 
activity. Because the high-rise community offers great potential for 
decreasing the isolation of elderly individuals, the service providers 
in these locations can be an important resource for assistance to 
elderly residents as links in a network of formal and informal support. 
Links need to be established and maintained between service agencies in 
an effort to provide the support essential to lifestyle change. These 
links can assist individuals to obtain treatment which interrupts the 
cycle of abuse, and can support them through different phases of 
treatment. Of special concern is the establishment of a meaningful 
lifestyle with pleasurable experiences, without a destructive. reliance 
on alcohol. 
~inally, programs within the high-rise apartment environment which 
serve to decrease the isolation which individuals experience need to be 
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enhanced. Perhaps special efforts should be made to assist people when 
they first move into the high-rise building. They could be assisted to 
make contact with other people to enhance the availability of informal 
social networks which can diminish their isolation and loneliness. 
Lastly, special efforts for support could be aimed at individuals who 
are struggling with a new-found sobriety. 
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